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Abstract  
Introduction: Cervical ectopic pregnancy is a rare type of ectopic pregnancy. It can be diagnosed by 
transvaginal ultrasonography at an early stage and confirmed by magnetic resonance imaging. 
Presentation of case:  In such cases, early diagnosis and management can avert life-threatening 
consequences like uterine rupture and abundant hemorrhage, while sparing fertility. We herein discussed 
diagnostic process, follow-up, and management of a cervical ectopic pregnancy case. 
Conclusion: Cervical ectopic pregnancy has been shown that the conservative methods are safe 
and reliable treatment techniques in early detected cervical ectopic pregnancy cases; they also 
have the advantage to spare future fertility of patients. 
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Introduction 
The term ectopic pregnancy refers to a pregnancy growing outside the cavity of the womb and constitutes 
approximately 2% of all pregnancies. It is one of the main causes of maternal mortality and morbidity [1]. 
Tubal ectopic pregnancy is the most common type of ectopic pregnancy and is responsible for 95% of 
cases. Cervical ectopic pregnancies, on the other hand, make up 0.2% of all ectopic pregnancy cases [2]. 
Transvaginal ultrasonography (TVUSG) and Doppler ultrasonography are the recommended diagnostic 
tools for cervical ectopic pregnancies [3]. Treatment of cervical ectopic pregnancy is both life- and 
fertility-saving. There are fertility-saving conservative treatment options including systemic or local 
methotrexate (MTX), intraamniotic application of potassium chloride or hyperosmolar glucose solution, 
dilatation and curettage (DC), uterine artery embolisation (UAE), local resection, and operative 
hysteroscopy [4-6].  
 
In this study, we report a case of cervical ectopic pregnancy that was diagnosed with TVUSG at an 
early stage and treated with systemic MTX therapy and cervical curettage.  
Case report 
A 35-year-old nulliparous primary infertile woman was admitted to our hospital with spontaneous 
early-term pregnancy, vaginal spotting, and inguinal pain. Her medical and surgical history was 
unremarkable. A TVUSG revealed a 6-week-old cervical gestational sac with a size of 13x14 mm, which 
was separate from the cervical canal and invaded anterior cervical wall (Figure 1). The endometrial double 
wall thickness was measured 18 mm. Pelvic MRI revealed a cystic formation with a diameter of 7 mm in 
uterine cervical region, which was compatible with a cervical gestational sac (Figure 2). B-HCG level was 
4452 mlU/ml at the time of admission, 3415 ml/U/ml the day before admission, and 2732 mlU/ml 2 days 
before admission. Other laboratory results were normal. The patient was recommended a conservative 
therapy to save fertility and MTX therapy was administered at a dose of 50 mg/m2. The cervical canal was 
curetted two days thereafter. Around 100 ml of blood loss took place. A TVUSG examination performed 2 
days after the curettage showed a normally appearing cervix. The patient was then discharged. B-HCG 
levels regressed and no complications occurred at follow-up.  
 
 









































Figure 1 (a,b). Spontaneous cervical pregnancy in a 35-year-old woman. Transvaginal sonogram showing 
intracervical pregnancy (a). Sagital transvaginal sonogram showing a fundal gestational sac and viable embryo (arrow) 
(b). 











                                            
 





























Figure 2 (a,b). Cervical pregnancy in a 35-year-old. woman. Pelvic magnetic resonance imaging sagital (a) and axial 
(b) T2W images revealed a cystic formation in uterine cervical region, which was compatible with a cervical 
gestational sac (arrow). 
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Discussion 
Cervical pregnancy is a rare life-threatening form of ectopic pregnancy. Clinical diagnosis of cervical 
ectopic pregnancy is challenging. B-HCG level may not increase as it usually would, and this was also the 
case in our patient.  The combined approach incorporating TVUSG and Doppler ultrasonography is the 
gold standard for diagnosis. We made the diagnosis with TVUSG in our patient. Magnetic resonance 
imaging (MRI) can be used in cervical pregnancy cases that prove difficult to be diagnosed by 
ultrasonography [7]. However, MRI is not preferred in emergency situations since it is not readily available 
and cannot provide additive information above that provided by ultrasonography. In our patient, MRI was 
used to confirm the diagnosis owing to the fact that she had a precious pregnancy. The most common 
symptoms of cervical pregnancy are vaginal bleeding (91%) and inguinal pain (28%). Early-stage 
asymptomatic (6%) cervical pregnancies may also be detected in routine ultrasonography [8].  
 
The etiological factors of cervical ectopic pregnancy include dilatation and curettage (the most common 
cause-68%), caesarean section, pregnancy via in vitro fertilization, Asherman syndrome, and history of 
intrauterine device use. However, the patient we reported herein had none of the above etiological factors. 
The cardinal USG criteria of cervical ectopic pregnancy, as defined by Ruano et al., are as follows: a 
gestational sac in cervix, an empty uterine cavity, and a normal-sized uterus (that allows ruling out a 
spontaneous abortus process) [9]. In our case, TVUSG revealed a gestational sac invading anterior cervical 
wall, a closed cervical ostium, a thickened endometrial wall, and an empty endometrial cavity.   
 
Women with cervical ectopic pregnancy are at high risk for life-threatening complications including 
uterine rupture and massive bleeding. The management of cervical ectopic pregnancies is based on the 
amount of bleeding, gestational age, localization of gestational sac (the localization of uterine artery at the 
proximal part of cervical canal is important with respect to amount of bleeding), depth of trophoblast 
invasion, and B-HCG level. The treatment approach for any cervical ectopic pregnancy may be either 
radical or conservative. Hysterectomy, which is the radical approach, is used in cases with life-threatening 
bleeding or with completed fertility [10]. 
  
The conservative approach may be medical or surgical [4-6]. The surgical procedures may include 
embolization of hypogastric or uterine artery, cervical dilatation and curettage (DC), local resection, and 
operative hysteroscopy. Medical treatment options include systemic or intraamniotic injection of the 
cytotoxic drug methotrexate, and intraamniotic injection of potassium chloride or hyperosmolar glucose. 
Systemic methotrexate is the standard therapy for tubal and cervical ectopic pregnancies [11]. 
Systemic MTX therapy may be administered as a single dose of 50mg/m2 or as multiple doses of 
1mg/kg (at days 1, 3, and 5) along with folinic acid (at days 2, 4, and 6). If the intraamniotic route is to be 
chosen, 50 mg methotrexate or 3-5 mmol/L (6-10 meq) potassium chloride can be injected [12]. While 
DC is a high risk procedure with respect to intraoperative hemorrhage, it can still be considered after 
MTX therapy under transabdominal guidance. DC may prevent risk of septic abortus and intermittent 
uterine bleeding. Our patient demonstrated a decline in B-HCG level after two doses of MTX therapy. We 
operated her with DC under transabdominal USG guidance to avert risk of septic abortus or intermittent 
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uterine bleeding. No postoperative bleeding occurred.  
The success rate with conservative methods is 95.6% [12]. Aspiration and curettage are the most 
frequently used options for treatment of cervical ectopic pregnancy. The basic problem with the 
conservative approaches is the risk of life-threatening bleeding episodes; therefore, various techniques has 
been used to control bleeding after the procedure, such as placing a foley catheter as a tampon into the 
cervical canal, local prostaglandin injection into cervix, or placing hemostasis sutures to cervix [13]. 
However, these techniques may fail; in these circumstances bleeding can be stopped via surgical ligation of 
cervical branches of uterine artery, hysteroscopic endocervical resection during transient occlusion of iliac 
arteries with balloon inflation, selective uterine artery embolization, or hysterectomy [4,10,14-17].  
 
In cervical ectopic pregnancies, the success rate of a single dose MTX is 83%, while it goes down to 
54% with multiple doses of the same drug. This rate can climb up to 94% with MTX application in 
addition to adjuvant conservative techniques. The success rate of dilatation and curettage alone is 75% . 
    
In conclusion, cervical ectopic pregnancy is a rare, albeit serious, form of ectopic pregnancy. It has been 
shown that the conservative methods are safe and reliable treatment techniques in early detected cervical 
ectopic pregnancy cases; they also have the advantage to spare future fertility of patients. In our case, 
detection of cervical ectopic pregnancy at an early stage, i.e. 6 weeks, allowed sparing fertility of our 
patient and prevented serious complications.  
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